ABSTRACT: This is a qualitative descriptive study with the aim to analyze the self-care of elderly cancer patients undergoing outpatient treatment, from the perspective of their autonomy. Fifteen elderly individuals undergoing treatment in a blood-oncology outpatient center of a university hospital participated in the research. Data were collected with semi-structured interviews conducted in 2010. Independence and ability for self-care by the elderly patients were evaluated using the Katz and Lawton scales. The data collected were submitted to thematic analysis. Four categories were identified: manifestations of self-care of elderly cancer patients; care in the family and its dynamics; adaptation to the limitations of the disease; and living with finiteness. In conclusion, the autonomy for self-care of the elderly patients is manifested in the concern with diet, knowing their bodies' limits, the changes imposed by living with cancer and family support.
INTRODuCTION
As the population ages, in Brazil and throughout the world, problems resulting from aging, including the advancement of chronic diseases, are identified. By 2020, it is estimated that 80% of the disease burden in developing countries will be due to chronic health problems. 1 Cancer is among the growing number of chronic diseases, which can affect anyone at any age, though its incidence increases after 60 years of age. 2 In 2008, in the state of Rio Grande do Sul, this disease was considered the second leading cause of death in people aged 60 years and over, accounting for 22.1% of total deaths. 3 Throughout history, cancer has been conceived of as a fatal disease. Even with technological and medical advances in surgery, pharmacology and radiation therapy for its treatment, cancer still presupposes the idea of death. Diagnosis of cancer brings with it awareness of the possibility of death for the patient. This experience is often accompanied by anxiety, hopelessness, isolation and fear, which pervade the course of treatment for patients and their families. 4 Cancer is a frightening disease, just as old age is a stigmatized stage of life. Therefore, the care of elderly cancer patients is very complex. In this context, nursing plays an important role in the course of cancer treatment, in terms of monitoring the physical, psychological and social conditions of the elderly during the disease process. 5 With regard to impacts caused by cancer treatment, outpatient therapy has been shown to be an excellent strategy to alleviate the suffering of patients, allowing for greater autonomy in comparison to hospitalization. Autonomy is understood as the capacity to act for oneself, to be able to choose and propose ideas, and act responsibly, and refers to the individual's right to self-government, making choices for oneself, and acting as the protagonist in their health-disease process. [6] [7] Exercising autonomy implies taking responsibility for one's own health. It is the right of cancer patients to be aware of their diagnosis, treatment and prognosis, so that they are able to decide how to conduct aspects of self-care in this stage of life. It is noteworthy that understanding the autonomy of elderly cancer patients is multifaceted and complex, since the disease process imposes constraints that hinder the exercise of this right. 8 Furthermore, it is noteworthy that the elderly commonly have chronic health problems and disabilities, which are diagnosed late, and hinder preventive interventions or those that minimize their complications. Thus, it is important to maintain the functional capacity and autonomy of elderly people, and to implement actions for health promotion, and for the prevention and control of risk factors that can lead to the emergence of the condition of fragility in elderly patients. 9 The vulnerability of the elderly in the social context can be reflected in their health. In contrast, the decision by the elderly to attain their health goals strengthens them, facilitating and encouraging reduced dependence on the professional-patient-family relationship. 10 In this sense, it is important to search for strategies that help elderly patients become participatory and active in society, in order to ensure expression of their autonomy. This possibility is focused on the practice of the foundations of self-care.
Self-care values the subjectivity of the human being, and requires nursing to assist individuals in their health care, with the objective of improving their quality of life. The moment in which measures for self-care are used in nursing practice, an ethical behavior for life is adopted, awakening responsibility and concern for living. 11 Thus, in view of the foregoing, the question is: how do elderly cancer patients in outpatient treatment care for their health? To answer this question, the aim of this study was to investigate the self-care of elderly cancer patients in outpatient treatment, from the perspective of their autonomy.
METHODOLOGY
This is an exploratory, descriptive study with a qualitative approach, developed with elderly patients diagnosed with cancer, undergoing outpatient hematology-oncology treatment at a university hospital in the Brazilian state of Rio Grande do Sul.
Data were collected by means of semi-structured interviews applied between February and April of 2010. The interviews were audio-recorded and transcribed, and conducted using two central themes: day-to-day health care performed and the life changes generated after diagnosis and treatment of cancer.
The Katz and Lawton scales 12 were applied to verify the conditions of the elderly to care for themselves, with respect to their ability for self-care and to lead an independent life within their social environment. The Katz scale permits the evaluation of basic Activities of Daily Living (ADL), assigning different degrees of functional independence to subjects in the acts of: bathing, dressing, toileting, transferring, continence and feeding. The Brazilian version adopts the following classification: (0) independent in all functions; (1) dependent in one function and independent in five; (2) dependent in two functions and independent in four; (3) dependent in three functions and independent in three; (4) dependent in four functions and independent in two; (5) dependent in five functions and independent in one; (6) dependent in all functions. 12 The Lawton scale enables examination of the functional performance for performing Instrumental Activities of Daily Living (IADL), which include ability to use the telephone, mode os transportation, shopping, food preparation, housekeeping, laundry, responsibility for own medications and ability to handle finances. This scale has seven domains, and each one has three items that receive one of the following scores: (1) dependent, (2) need for assistance and (3) independent. Its total score ranges from 7 to 21, in which the lower the value obtained by the elderly patient, the greater their degree of impairment to lead an independent community life. 12 Inclusion criteria for the study were: being elderly (60 or older), diagnosed with cancer, undergoing treatment for at least three months, having capacity for verbal communication and comprehension, and being aware of their cancer diagnosis. The treatment time criterion was established by adopting an initial time limit for the elderly patients to experience the diagnosis and their new life condition.
The selection of study subjects came from analysis of their medical records. The subjects who met the inclusion criteria were invited to participate in the study. Fifteen elderly cancer patients were interviewed. The determination of this number took into account the criterion of data saturation. 13 Qualitative data were subjected to thematic analysis, specifically content analysis. 14 Operationally, according to the reference used, the thematic analysis was developed in the following steps: pre-analysis, comprising the reading of all of the material, constitution of the corpus, and formulation of hypotheses and objectives; exploration of the material, with identification of the different ideas and meanings contained in each response provided by the subjects with the classification and aggregation of data; and treatment of the results obtained and their interpretation, with the description of the main meanings attributed by the elderly in their responses to questions on being elderly and experiencing cancer, through the constant lens of self-care. Simple descriptive statistics were used for handling data related to characterization of the study subjects.
The study followed the ethical principles of Resolution 196/96 of the National Health Council, 15 approved by the Research Ethics Committee of the institution under the Certificate of Presentation for Ethical Appraisal n. 0317.0.243.000-09. All participating subjects signed a Free and Informed Consent Form, and were informed on the purpose and implications of their participation in the research, as well as guaranteed confidentiality and anonymity. The identity of the participants was maintained, recording their statements with the letter E (for elderly), followed by an Arabic numeral that did not correspond to the order of the interviews.
RESuLTS AND DISCuSSION
A total of 15 elderly patients participated in the study, of which eight were women and seven were men. Their ages ranged from 61 to 84 years. Regarding education, two were illiterate, 12 had incomplete primary school education, and one had completed high school. Regarding marital status, ten were married, three were widowed and two divorced. One study on the epidemiology of cancer showed that the majority were female (60.2%), had completed high school (37.3%), were retired or pensioners (39.8%), with income from one to three minimum wages (67.4%), and were aged 55 years or older (74.7%). 16 In regard to income, all of the elderly patients were retired, with fixed incomes of between one to four minimum wages. Most of the participants were financially independent, as this is an essential factor for autonomy that positively influences quality of life, though two individuals declared to be unable to manage their own financial resources. All of the participants lived in their own residence.
Regarding localization of the cancer, six participants were undergoing treatment for breast cancer; five for prostate cancer; one for colon cancer; one for lung cancer; one for skin cancer and one for pancreatic cancer. Research showed that most incidents continue to be prostate cancer among men and breast cancer among women. 16 Regarding the Katz scale assessment of the participants' functional capacity, 12 13 were classified as independent for all basic activities of daily living. Two elderly patients (E:1 and E:6) were evaluated to be dependent for one activity, that being the item continence. This result was due to the physiological changes resulting from the cancer. One patient (E:1) had fecal incontinence due to surgical treatment of colon cancer, and one patient (E:6) had urinary incontinence due to surgical treatment of prostate cancer. Although not all chemotherapy drugs cause side effects, they do exist, with the most common being hematological, gastrointestinal, cardiac, hepatic, pulmonary and neurologic, among others. 2 Regarding instrumental activities of daily living, as assessed by the Lawton scale, 12 ten elderly patients were classified as independent, three needed help, and two were dependent. The patients who needed help (E:4, E:5 and E: 7) were considered as such due to their need for help performing household activities, much more from the delegation of such activities to the family than by real inability to perform them. The two elderly patients considered dependent expressed inability to perform instrumental daily living activities as a result of clinical depression, one (E:9) as a result of divorce from their spouse, and the other (E:12) for non-acceptance of the disease, situations that led them to a condition of social isolation.
With regard to this condition, one study that sought to assess the functional capacity of the elderly in the community identified that 58.1% were dependent for one or more instrumental activities of daily living. This shows that most elderly people can care for themselves at home, but are unable to live independently in the external environment. 17 Self-care is a natural and personal part of the daily life of each being, and the elderly study participants showed this practice in different ways. The following categories emerged from the thematic analysis: manifestations of self-care of elderly patients living with cancer; family care and its dynamics; adaptation to the limitations of the disease; and living with finitude. The elderly participants in this study indicated that they incorporated concern with how food is prepared into their daily care. In this sense, it is a form of self-care that expresses a positive view of the individual about the issues with which he or she should be concerned, in order to achieve complete well-being. 18 To take care of oneself it is essential to know oneself. In this sense, it is a return to oneself and refers to acts of knowledge, referring to the attention, look and perception. Thus, it is necessary to become and return to oneself, in order to know what is useful for self-care and what is not. The aging associated with chronic illness is not synonymous with uselessness or dependency. The family plays a fundamental role in these circumstances, as it can strengthen the self-care of elderly cancer patients, in so far as it permits them to exercise their autonomy.
Manifestations of self-care of elderly patients living with cancer
Although changes have occurred in the family model over the years, this has not significantly affected the form of care, because the family remains the primary form of informal support to the elderly. Nevertheless, in households that underwent changes in the family structure, to living only with a spouse and without children or other family members who can provide support, the possibilities for care are more restricted. 19 Accordingly, it can be rewarding to the elderly to care for themselves, while continuing to care for the people with whom they live. 
.]. I make the food. I follow the directions the doctor gave me, I take care of myself well, and my wife, too (E:3).
The Family Health Strategy should propose actions that maintain and increase cognitive functions in elderly patients. Additionally, it should develop actions to promote social interaction and greater involvement of families of the elderly. This is because the limitations and adaptations for carrying out activities by the elderly may be a result of the aging process, or the development of chronic, degenerative diseases. 17 Caring is a way of being human, part of its nature and constitution, and thereby obeys the human essence. Human beings do not exist without care; in order to survive, an individual must give or receive care. Thus, it is possible to affirm that care emerges when the existence of someone is meaningful to others, and this makes them care for that person. 20 Taking care of oneself is more than providing conditions for the continuity of life. For the elderly patients in this study, it also permeates the responsibility of caring for others.
Family care and its dynamics
Historically, a division of labor is identified within the family, in which women assume the tasks of caring, and men are responsible for economic support. Currently, increasing changes to gender roles are being observed, resulting from entry of women into the labor market, thereby allowing for greater equality in performance of these roles. Nevertheless, women from different educational levels and generations, whether they work outside of the home or not, share the experience of unequal burden of domestic work. 21 Habits in health care are considered characteristics associated with the feminine universe. Taking care of others, especially a family member in the home, has been constituted as a female task, complex and subject to intervening variables, including social attributions and those that are culturally constructed for genders, which are experienced as natural attributes, when in reality they are social constructs that are intended to regulate the relations of power between the genders. 22 Nevertheless, in some cases, an inversion of the culturally defined roles was observed in families: the woman assuming financial support and the husband, care of the home.
This division does not always happen in this
Added to the division of labor among its members, the family emerged as an important source of support to elderly members living with cancer, whether through demonstration of concern and support, or the provision of direct care. Now I can take care of myself alone, but before, when I could not, my daughter, wife and even the kids helped me.
Here in the hospital, I always had a companion, when it wasn't my wife, it was my daughter. The children, it's a marriage, family is so difficult. My family cares for me very much. Oh, a lot! Woe to me if I go to work! Woe to me if I go out in the sun (E:5).
The family is a system in which values, beliefs, knowledge and practices combine to form an explanatory model of health and disease, through which a dynamic develops of its own functioning, which promotes health, and prevents and treats illness among its members. From the family, a support network for the patient is built through extra-and interfamilial integration. 23 The experience of a disease such as cancer can compromise the quality of life of the elderly patient in different ways, hence the importance of the family as a source of support and comfort: this is my daughter [ Most of the time, cancer treatment is long, invasive and aggressive, generates emotional and physical stress, and requires effort, confidence and patience from the patients and those around them. The family is the space in which they share and live with the predicament, and the impact of the disease. It is also the place where strength can be found to face the adversity, as well as encouragement to fight for life and overcome the illness, from the potentiation of actions that promote self-care from each member.
Adaptation to the limitations of the disease
Cancer remains among the diseases that most cause fear and worry in the population. Yet the disease has its own meaning for each person, depending on its manifestations, the presence of tumors, changes in body image, and the treatment to which the individual is subjected. These aspects make the elderly patient more susceptible to limitations and the need for adaptation imposed by the disease. Social isolation can be a consequence that the cancer imposes on the elderly patient. In general, isolation is noticeable due to the internalization of the process of loss: loss of physical image, of people who are close, of work and health, 24 which often also includes the loss of autonomy.
Another point related to the adaptations imposed by cancer on the lives of elderly patients concerns their stopping daily activities, as well as the sense of guilt, because they consider themselves to be a burden on family members concerned about their health. Self-care is expressed by the need to conform and to try to adapt to a new condition of life, due to the limitations imposed by the disease, depriving themselves of the work activities developed, and living with the family group.
Among the difficulties faced by elderly patients, there is the need to live with the adverse effects from the antineoplastic treatment, to a greater or lesser intensity: I had already done the surgery [mastectomy], then when I started 'chemo' I felt nausea, I was vomiting, my bowels stopped, I lost my hair, then later I had diarrhea, everything after the chemo (E:9).
Adverse effects are considered one of the main limitations of treatment, and a condition of difficult adjustment. Nausea and vomiting were found to be the most common side effects among the respondents, causing them great physiological and emotional wear. Regarding surgical treatment, one elderly patient who underwent a prostatectomy gave the following account: Radical prostatectomy is one of the preferred methods of treatment for prostate cancer, due to its high cure rates. Nevertheless, it presents a high percentage of late complications, the most significant being urinary incontinence and sexual impotence. 24 It is important to note that satisfaction with sex life and control of body eliminations directly reflects on the (dis)satisfaction of the elderly patient with life in general and self-care, as the loss of one or both capabilities may cause devastating effects on quality of life.
Yet antineoplastic treatment can have beneficial effects, these outweigh the adverse effects of the drugs used, or else cause no change. Ever since I started doing the chemo, I no longer feel pain.
I feel some nausea and fever, but it's only for one day, then it passes (E:4). Nothing changed, nothing, nothing, because I've always been a very healthy person, I didn't change anything. I didn't become swollen, I didn't get yellow, I took it all as a joke, I didn't take it seriously (E:10).
Pain is a perceptual, sensory and emotionally unpleasant experience, whose interpretation relates to cultural, emotional and sensory factors that can only be shared from the account of who feels it. 25 Pain incapacitates the patient, causing organic, emotional, behavioral and social damage, hence the importance attached by the elderly in the study to having their pain relieved or cured with the treatment that they were undergoing. In this regard, it is noteworthy that the presence of pain may be a factor that limits autonomy and compromises self-care.
It is observed that adaptation or not to an event such as cancer treatment depends on numerous factors that are cultural and emotional, previous experiences and personal characteristics to face similar situations in a different manner. 25 These characteristics, in turn, will also affect how elderly patients take care of themselves.
Living with finiteness
In the social imagination, aging is associated with the end of an era, synonymous with suffering, loneliness, illness and death. It is difficult to relate any pleasure of living with this phase of life. 26 It is with this reflection that elderly people living with cancer face the aging process. Reactions to illness from cancer at an advanced age include both denial and resistance, and acceptance of the process.
Fear of death is associated with personal suffering, that is, the possibility of experiencing physical pain. 27 The elderly participants expressed concern with finitude, relating it to the situation of aging and living with cancer. The positive perception of this phase of life contrasts to other studies about aging, with other individuals talking about the elderly, focusing on aging as something negative, because, in general, the people involved are loaded with stereotypes that prevent the construction of positive elderly identity. 28 When it comes specifically to cancer, a discourse can be identified based on figures of speech as a way of avoiding direct reference to the disease, due to the stigma surrounding it. Given its significance, it becomes difficult to even pronounce the name. In this sense, it is sought to continually encourage people to fight for survival, rather than simply waiting for death. This new perspective of the disease provides the patients with knowledge about their bodies and how to deal with subjective suffering. In addition, there is valuation/enhancement of monitoring and social and family support to patients and families, aimed at coping with stigmas and biases. 29 Therefore, the very acceptance of the disease by elderly patients and their families is a challenge to be overcome. Spirituality appeared as a strategy used by the elderly patient cited above to cope with the disease, strengthening his connection with God and calm acceptance of the situation. Thus, enduring the illness and treatment require strength and perseverance from the person who experiences cancer. Belief in the existence of a higher power assists and enhances beneficial energies for cure 30 so that the elderly patient can implement actions in an autonomous manner, focused on self-care.
FINAL CONSIDERATIONS
Self-care is manifested differently for elderly cancer patients in outpatient treatment. One way is related to diet, which emerged as a nutritional need for healthy living, modified due to aspects related to the aging process and living with cancer.
Self-care of the elderly was also present through self-knowledge. On this matter, the elderly participants signaled that they were aware of the limits of their bodies, both in terms of reactions following antineoplastic therapy, and in maintaining work activities. The fact that they have the physical and psychological conditions to exercise self-care was a cause for satisfaction among the elderly participants, who are interested in extending this care to other members of their families.
From the participants' point of view, adapting to the aging process, as well as to the changes imposed by illness from cancer, was also a form of self-care. This is because living with aging and cancer can have different effects on an individual's life if he or she does not use coping strategies adequately. Adaptation, or not, depends on the cultural and emotional aspects experienced, previous experiences, and personal characteristics of each elderly patient.
In the division of tasks, in terms of emotional support to the elderly cancer patient, the family proved to be an important tool both for viability and unviability of self-care, depending on the position taken regarding the principles of autonomy and beneficence. Another factor that contributed to the self-care of the elderly in the face of the experience was the manifestation of spirituality, in the belief in a higher power, which comforts in times of trouble and distress.
Regarding the results of this study, it is believed that they may help to explore the issues related to the self-care of elderly patients, contributing to develop other important studies on this topic in nursing.
